PRINTED: 06/24/2009

FORM APPROVED
Bureau of Health Care Quality & Compliance
STATEMENT COF DEFICIENGIES (X3) DATE SURVEY
AND PLAN OF CORRECTION 1) .SE%‘{:EE’%%Z%E&&'# (X2) MULTIPLE CONSTRUCTION COMPLETED
A. BUILDING
B. WING
NVS3889HIC 06/22/2009
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
1333 CHAPARRAL SUMMIT DRIVE
(X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION (X5)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETE
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
[
H 000 Initial Comments H 000
—H
This Statement of Deficiencies was generated as J/ O?
a result of a State Licensure survey conducted in 1 / ﬂ
your facility on 6/22/09. D O
This State Licensure survey was conducted by I H
authority of NAC 449, Homes for Individual
Residential Care, adopted by the State Board of
Health on November 29, 1999,
The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be |i Q10
available to any party under applicable federal, a.)ucen se ho . 3889 HiC-S Aan
state or local laws. bean @ oftzi ma c""""f c'z_ PV
The census at the time of the survey was one. ¢ 4 Jm Rlonar J o e
One resident file and one employee file were W all 1;& Romz io prov
reviewed. o A nod 1.
The following deficiencies were identified: b) TRe Y 3 whack. Anrmans
corvant vl Ao M
H010 Director Duties-Post License Hoto | ¥~ %had st
Kone . € 4 | (owin/
NAC 449.15523 Director: Duties. (NRS 449.249) M{ A ) it lt
The director of a home shall: P o
1. Post the license to operate the home in a / /
conspicuous place within the home. ") ©7/06[2.009
HOUE -
| . | a) € # 1 (Owrsn/ D uectsnf
This Regulation is not met as evidenced by: . { e ed Ao
Based on observation on 6/22/09, the director m"'
failed to post the license to operate the home in a 06’ ' ol s K
conspicuous place within the home. hm\u&.ou}. .
H 018 Director Duties-BLC&DAS Phone Numbers HO018 ﬁf - Care CU’YW
and- Serviea Diviswers
NAC 449.15523 Director: Duties. (NRS 449.249) e <) Humon,
The director of a home shall: ; dra -aﬁaa—almwetq
f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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H 018 Continued From page 1 HO018 e M"’ B Hesdodd
3. Ensure that the residents of the home: # 1 clocw W"-ﬁ"’" of e
(b) Receive: (ynf,!.a:n.d a-éDw-JLa o frovtdad
(4) The names of, and the telephone numbers Q- M o setod
for the registration of complaints with the bureau Grievance . e Y N

and the aging services division of the department L
of human resources. .
Al . And-a,

This Regulation is not met as evidenced by: T .
Based on interview and record review on 6/22/09, .
the director did not ensure that the names and b Em@' #i (‘9‘”0}9‘—/ Direcls.,
telephone numbers for registration of complaints - Mu@-erh
with the Bureau of Health Care Quality and anord oL Gacetetd
Compliance and the Division for Aging Services ; v Chaned, Gmd
were made available to 1 of 1 residents (Resident 4
b AR glborne M?.m ) {V‘E
Wz E | oo
HO033 Safety&Sanitation-First Aid Kit HO33  |Aesidents of #he m ¥
NAC 449.15525 Requirements for safety and m‘“ ot ¥ S'Brw‘uo
sanitation of facility, (NRS 449.249) St
- Dwi srem oa e -af
2. A home must contain: H T
(c) A first-aid kit; o WQ* won . Factte, s
S A
This Regulation is not met as evidenced by: G""M" '(O‘”"“/ Ao/
Based on observation and interview on 6/22/09, Bpctir. ). Ll Mot

the facility did not have a first aid kit.

H 040 Agreement Concerning Rates H 040 .

Q) A Frg Aid bt Lao- Aoom
NAC 449.15527 Agreement between operator of ponhases 44y e M %
home and resident concerning rates; (.dngﬁar NAC 44Q.15525
maintenance of records of residents. (NRS A .2 - Docureitation,
449.249) C 442. 24a) > Providad
The operator of a home shall; A 3,
1. Enter into a written agreement with each .

b) EW 41 (Qwio] PiredionS

f deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt o¥this Statement of deficiencies.
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H 040 | Continued From page 2

resident of the home that sets forth the basic rate
for the services of the home and the charges for
any optional services.

This Regulation is not met as evidenced by:
Based on record review on 6/22/09, the facility
did not have a rate agreement that set forth the
basic rate for the services of the home and the
charges for any optional services for 1 of 1
residents (Resident #1) .

H 041 Records of Residents-Maintain file 5 years

NAC 449.15527 Agreement between operator of
home and resident concerning rates;
maintenance of records of residents. (NRS
449.249)

The operator of a home shall:

2. Maintain a separate, organized file for each
resident of the home and retain the file for 5
years after the resident permanently leaves the
home.

This Regulation is not met as evidenced by:
Based on observation, record review and
interview on 6/22/09, the facility failed to retain
the file for 5 years after 1 of 2 residents
permanently left the home.

H 045 Records of Residents-Current Needs
Assessment

NAC 449.15527 Agreement between operator of
home and resident concerning rates;

H 041

e pwuﬁr&ﬁ@/ ‘ U" Jwidh
)07 /062000

EO‘H

o) A recodo fila, for. Resdod |

H 045 %Wwww

o, ) ud Snsne Mt a
B T

'ﬁ ancet, 2o
[} p -
ot Aish ha® oBtun oy

prey f“"‘"a :

€ # (“COwro .

'\ﬂ'“aﬂj ; . /pﬁﬁ,/_

‘I? [o6l2007 .

) A previows G e

a - -
lf"f o ofr Aot agque

and.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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H 045 Continued From page 3 HO45 |*edondd (Mﬂ).a’"" atda, rewndlo
m& w e C.nww-ﬂ.
maintenance of records of residents. (NRS
449.249) pj a\,
The operator of a home shall; M)a @ 9:
2. Maintain a separate, organized file for each .‘,v
resident of the home and retain the file for 5 W -rﬂc
years after the resident permanently leaves the H 1 (O Waor/ Dyraslis,
home. Each file must include: m% ! / 5 -
(d) A current copy of the assessment of the As<geols- ap Ca)
needs of the resident conducted pursuant to NAC b tecl_ g,w(, ™ Ca
449.15523. W ,#.-1 o
f‘"’ %*w a@&aﬂ-
g MAC 44 4. 1552 (”qum qq)
W #1 Cowrer/, Durcads:
Mﬂ'ﬂa
<) o1/o0 Ia.ooq
Hoys
- - . . z v W‘”d
This Regulation is not met as evidenced by: a) Coms ted ""“"d“/’; c 44 p S'.S’
Based on record review on 6/22/09, the facility ( MRS S 2.44) . 3‘3
failed to ensure there was a copy of a needs

assessment in the file for 1 of 1 residents e ¢ mv'“ @ A Ii; :“";:i

(Resident #1). om/m couaw«-) vllam.
f-cw.uar #—l Was oandled b e

H 060 Ultimate User Agreement H 060
p) € #1 (me/ Dirodar/
NRS 453.375 Authority to possess and

453 Cﬁﬂezmo\, suvz ot a. faats
administer controlled substances. A controlled ssnant Angd
substance may be possessed and administered Aot nailed am@wﬁa alt
by the following persons: #dl.'u.ﬂ, resetonty ot mna .

| cm-fl.-hl s Qg thon,

6. An ultimate user or any person whom the Mandened ™ “’_'Vt\; L A,
ultimate user designates pursuant to a written MBsyed Lilo " o
agreement. #::L Calbingt e Mo affox

Ho : . Iﬂflbq"- | _COwu\,/
NRS 454.213 Authority to possess and Directon /G o) Will Manihor, o
administer dangerous drug. [Effective through .
December 31, 2007.] A drug or medicine <) o2foe [200q

referred to in NRS 454,181 to 454.371, inclusive,
may be possessed and administered by:

if deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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H 060

Continued From page 4

10. An ultimate user or any person designated by
the ultimate user pursuant to a written
agreement.

This Regulation is not met as evidenced by:
Based on record review on 6/22/09, the facility
did not obtain an ultimate user agreement
authorizing the facility to administer medications
to 1 of 1 residents (Resident #1).

H 060

#1 o frWtM G-

(Uaen z

Bk,
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Nedicolion % Reseolordt 3t | a3
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If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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